President) said that he was not satisfied that a proper statistical inquiry would show that the incidence of cancer of the cervix was less in women with a severe degree of prolapse than in those in whom the cervix occupied its normal position in the vagina. He could think of no reason why it should be less frequent in a prolapsed uterus, and clinical impressions of frequency were often fallacious.
THIS short communication is based on the treatment of 100 cases of dysmenorrhoea without signs of organic disease. The treatment was conducted almost entirely at the Women's Hospital, Soho Square, and was chiefly nonoperative. An effort was made to divide the cases into definite clinical types. The subject matter falls conveniently into three divisions: (I) (1) Occupation.-Practically always sedentary-typist, clerk, leatherworker, machinist, &c. (2) State.-Sixty-seven were spinsters, thirty-three were married, but all the latter were sterile, though married for periods varying from one to sixteen years.
(3) The Menstrual Loss.-Only a minimum had an average loss lasting three or four days. Most were under three or over five days. More were associated with excessive rather than diminished loss. Some had fortnightly excessive loss, others intermittent menstruation. Menorrhagia was most common, and was usually associated with a moderate degree of pelvic hypoplasia, a condition of arrested development of the genital organs.
(4) Pain.-This was not at all constant in character, position or duration. Sometimes iliac in position, sometimes hypogastric or sacral, it occurred before, during or immediately after the flow, sometimes all three, and was commonly associated with the passage of clots, the pain diminishing or ceasing when the clots were passed. It was impossible to say that one tyDe of pain characterized, the cases in regard to time of onset, duration, site or character of the pain. Classification according to pain characteristics was found to be impossible.
(5) State of Bowels.-In half the cases constipation was severe and constituted a definite complaint.
(7) Associated Symptoms.-Most of the patients had one or several of the following symptoms: Headache, nausea, vomiting, frequency of micturition, and sometimes diarrhoBa.
(8) Pelvic Examination.-Rectal examinations were made on all unmarried, and vaginal examinations on all married women. In rectal examination one is able to reach beyond the bases of the broad ligaments and explore the pelvis more satisfactorily than is often possible by vaginal examination, especially in nervous women. In half the cases there were signs of arrested development of the genital organs; a small acutely anteflexed uterus, or a small retroverted uterus, with a short anterior lip to tha vaginal cervix, and a short anterior vaginal wall; poorly developed labia and breasts, and the male type of pelvis and pubic hair. Though sometimes associated with scanty menstruation, menorrhagia or fortnightly losses were far more frequent accompaniments. It is not commonly recognized how common in the young adult female is this association of dysmenorrheea and menorrhagia with pelvic hypoplasia.
(II) TREATMENT IN GENERAL.
(a) Fifty cases were treated with extracts of ductless glands either alone or in combination with antispasmodics, (b) Forty cases were treated with antispasmodics alone. (c) Ten cases were treated with sedatives. Only ten of the hundred failed to be relieved and eventually came to operation.
Details of Treatment. Fifty cases were treated by organotherapy. Extracts of thyroid, corpus luteum, anterior lobe of pituitary, and mixed gland products were used separately and effectively. The majority were treated with hormotone as follows:
(1) Mist. cascara co. daily throughout the month.
(2) Hormotone, 1 tabloid t.d.s. for seven days before and during the period.
(3) If unrelieved the following every three hours till relief was obtained (up to four doses). Forty-six of the fifty cases so treated were relieved. In some cases pain was not abolished, but diminished, and in all the forty-six cases the patients were enabled to work throughout the period in comparative comfort. Often when the tabloids were omitted the painful periods returned, only to disappear at the next period when the hormotone was re-administered.
The amount of relief obtained varied with the individual, but it was always definite and in the majority of cases sustained. Of the forty cases treated with antispasmodics alone, thirty-four were benefited, and only six came to opera-tion. Ten cases were treated between the periods with bromides and salicylates combined with laxatives; and during the periods small nightly doses of luminal were given. All were relieved.
In treating these cases an attempt was made to correlate and interpret the available information and to evolve a plan of treatment based on the existence of definite clinical types.
(III) DISCUSSION OF FOUR CLINICAL TYPES AND THEIR APPROPRIATE TREATMENT. Clinical Type (1).
Dysmenorrhoea is frequently a disease of faulty hygiene, upbringing and surroundings. A large proportion of these patients conformed to this definite type. They were thin, anaemic subjects, poorly developed, with weak abdominal muscles, absent abdominal breathing and faulty posture; they were constipated, had visceroptosis or a bad circulation, and followed sedentary lives with little exercise and fresh air. Naturally in such cases the uterus is often arrested in its development, and has a feeble musculature easily exhausted if given much expulsive work to do. An exhausted muscle forced to continue contractions gives rise to cramp and colicky pain, true alike of the heart, the gastrocnemius and the uterus. Constipation necessarily has a bad influence, for a mass of faeces in the pelvis acts very much as a pelvic tumour, increasing congestion.
The Treatment of these Cases.-Often complete relief can be obtained by improving the faulty conditions above outlined.
(1) Establish the correct Mental Attitude.-The patient must realize that the period is natural and normal. She is not ill, and must bathe and take exercise as usual, unless the pain is very severe.
(2) Correct Clot4ing.-No constricting garments likely to impede the pelvic circulation should be worn, and stays (if worn) must not do the work of the abdominal muscles.
(3) Correction of Constipation.-Plenty of water to be drunk, and fruit to be eaten. Over-eating is bad, but enough food should be taken to give bulk to the intestinal content. Exercise in the fresh air, abdominal kneading night and morning, and an attempt to empty the bowels at the same time every day should be aimed at. Purgatives only temporarily if possible.
(4) Exercise and Exercises.-Light Indian clubs, tennis, hockey, walking. The object is to increase the tone of the muscle in the abdominal wall, the bowel, and the uterus, and by improving the general and local circulation to produce improved nutrition and muscular development. Many patients do not realize that the abdominal wall contains muscle. They allow their corsets to do the work of the recti and obliques, inducing visceroptosis, constipation and defective abdominal breathing. They must be taught: (1) To produce hardening of the abdominal wall at will; (2) breathing exercises night and morning before a mirror, standing in the correct posture; (3) exercises to develop the abdominal muscles, such as lying flat on the back and raising the body into the sitting posture, maintaining the legs and heels in contact with the bed all the time. The patient's leisure must not be spent in emotional recreation, such as the theatre, kinema, or novel reading, but in walking or exercising in the fresh air. Make this type of patient healthy and strong, and as a rule the dysmenorrhcea is cured. It is not so common to see a robust girl suffering from dysmenorrhcea. Too much emphasis cannot be laid upon the importance of faulty upbringing, surroundings and development, as a causative factor in dysmenorrhae, and the need of improving these as a first step in treatment.
Clinical Type (2). There is a type of dysmenorrheea case in which the disturbance is functional and allied somewhat to migraine. In addition to menstrual pain these women complain of general rather than local symptoms. Headache and nausea are common accompaniments of the pain. They are frequently sensitive, nervous, worried women with eye-strain and constipation, and the dysmenorrbhea is one symptom in a complex which Freud would have designated as the expression of an unsatisfied desire, and which lately has been described as an anxiety-neurosis. Whenever the general symptoms are more marked than the local, general treatment is more likely to be successful. Ten such cases in this series were treated successfully by sedatives as follows:
(1) Bromides and salicylates between the periods; (2) luminal, 1 to 1 gr., in cachet or powder nightly during and just before the period; (3) general hygienic measures as already outlined, with attention to bowels and eyes.
Clinical Type (3).
There is a third type of case in which the symptoms and signs suggest some form of obstruction as the chief causal factor. Though one of the earliest aetiological theories of dysmenorrbcea, it has been abandoned by many, because it is maintained that flexions and narrow canals cannot obstruct the flow of one-third of a drop of blood per minute-the rate of flow, if 4 oz. of blood is lost in four days. It has been shown that in cases of dysmenorrhcea a sound can often be passed quite easily, whereas this may be impossible in subjects without dysmenorrhcea.
But as a set-off against these arguments it must be remembered that in cases of dysmenorrhcea the blood may not exist in utero as fluid but as clot, when obstruction is possible even with a normal internal os and cervical canal. We know that flat, thin casts are passed without pain, whereas solid rolled up casts cause considerable pain.
Secondly, in some cases of dysmenorrbhea the pain diminishes or ceases entirely when clots are passed, though intense pain exists before the clots are passed.
Thirdly, the pain resembles ureteral and biliary colic in its intensity and sudden onset, subsiding rapidly when the clots are expelled just as ureteral and biliary colic suddenly subside when the stones are expressed into the bladder or duodenum. Finally, though obstruction as a cause is decried, gynacologists continue to employ cervical splitting operations such as anterior hysterotomy, for the relief of pain, though it is reasonable to assume that these operations are based on an obstructive view.
Fourthly, in three cases of hysterectomy for dysmenorrhcea (in this series) performed during the menstrual period the uterus was found to contain clots. Whether the intra-uterine clot is normal but is not dissolved because of some endometrial defect, or whether clotting in utero is primarily pathological, are problems which must be solved before the cause can be removed and the pain cured by rational treatment. But it is reasonable to assume that a uterus with poor musculature may be unable to expel rolled up casts or clots through even a normal canal and os, without contractions which ultimately become painful, ceasing when the solid body is expelled and the tired organ rests, and recurring once more when the uterus is again given the same task. It may be that the imperfectly developed uterus, so commonly found in these cases, is responsible in some way for the formation of the clot before expression or for its failure of dissolution.
Clinical Type (4).
There is a type of patient who complains of pain in one or other iliac region either alone or before the central pain, and in whom there exist signs of arrested development of the genital organs. Menorrhagia is just as common as scanty flow, because an undeveloped endometrium and musculature are linked up with a normal ovarian stimulus. Often there is nothing in the history to suggest obstruction, and clots may be absent. The obvious treatment in such cases is to stimulate development of the uterus, and this is often successful in abolishing the pain.
In addition to the general hygienic treatment already outlined, good results can be obtained in these cases by (1) Organotherapy (2) electrical treatment.
(1) Organotherapy. -Ovarian extract, corpus luteum, thyroid, anterior lobe of pituitary, mixed gland (B. W. and Co.), and hormotone have each been used. Why the latter should have proved the most valuable in this series of cases it is difficult to say. It consists of extracts of ovary, thyroid, pituitary and testis. We know that hypo-thyroidism, hypo-pituitarism, and hypooophorism may all be associated with pelvic hypoplasia, a condition observed in one-half of the cases in this series. It may be, that in a " Gatling gun " prescription such as hormotone, containing all three extracts---one extract may hit the mark where the others fail. By estimating the basal metabolism rate it is possible to ascertain the existence of hypo-thyroidism even in the absence of clinical signs, but moderate ovarian and pituitary deficiency may be more difficult to determine, and herein lies the value of combined extracts. It is interesting to speculate upon a possible part played by the extract of testis, for this extract alone or in combination with extract of prostate is sometimes successful in dysmenorrhoea cases.
Some years ago Bland -Sutton pointed out a histological resemblance between the lining cells of the uterus and those of the large intestine. One of the chief functions of the large intestine is absorption.
Arthur Thomson, in an admirable paper in the British Medical Journal,' last year, marshalled a formidable array of arguments in support of the view that the endometrium is mainly absorptive in function. It has often been maintained that seminal fluid is drawn into the cervix or body of the uterus and it may be that such fluid is absorbed and exercises a beneficial influence on genital development and conception. If this is so, it would throw some light on the action of testicular and prostatic extracts.
(2) Electricity in Dysmenorrhaca. Electrotherapeutists frequently use electrical stimulation as a treatment for dysmenorrhcea. Gynmcologists, as a rule, prefer a method of treatment which does not take the patient out of their hands. A few of the cases in this series were benefited by electrical treatment, not personally administered. High-frequency currents act by heating up the deeply seated organs, so that there results: (1) Dilatation of the vessels;
(2) relaxation of spasm and inhibition of tone; (3) improvement in blood supply and consequent improvement in nutrition and growth.
Where an obstructive element is suspected relaxation of spasm can be induced by intense currents over a short period. Where pelvic hypoplasia exists, improved nutrition and development can be secured by less intense currents over a longer period. Courses of electrical treatment sometimes result in enlargement of the uterus, in disappearance of the dysmenorrhcea, and in married women, in conception.
Of the ten cases in which medical treatment failed, two were cured by curettage, and one by anterior hysterotomy. The latter is a very difficult operation, as the cervix cannot be pulled down sufficiently as a rule.
Hysterectomy was performed in two cases. Histologically, both uteri showed marked arteriosclerosis. The cavities, it was observed, contained clot. The remainder-very severe cases-were sterilized by radium (100 mg. for twenty-four hours).
A follow-up of 100 cases treated by operation was instituted as a comparison with this series of 100 cases treated medically. It was found that 25 per cent. were cured, 25 per cent. relieved and 50 per cent. were unaffected. The best results were in cases treated by curettage. The follow-up results are certainly inferior to those obtained in this series of 100 cases treated medically.
It is not suggested that the above figures are necessarily representative of the usual results of surgical treatment, but I believe most gynwcologists feel that the surgical treatment of dysmenorrhcea without physical signs is on the whole disappointing.
DISCUSSION.
Dr. T. W. EDEN (President) thought that this was an admirable piece of clinical work, and the author deserved thanks for the patience and pertinacity with which he had attacked this very difficult problem. To treat with success 90 per cent. of cases of dysmenorrhea by therapeutic measures only was a record of which Mr. Phillips might well be proud.
Mr. VICTOR BONNEY said he demurred at the frequency with which a developmentally small uterus was diagnosed. In actual fact it was extremely uncommon to find a uterus up which a sound could not be passed the normal distance, or to find, on inspection through an abdominal incision, a uterus which was really small. Consulting-room methods of examination had very finite limitations. The really small uterus was not infrequently associated with the most violent menorrhagia. He had no case for or against organotherapy, but it was as well to remember that a number of treatments had from time to time been vaunted as a cure for dysmenorrhaea.
Pioneers in a new treatment always seemed to achieve phenomenal success, which unfortunately was rarely maintained by those that followed them. The late Dr. Herman's advocacy of guaiacum as a cure for dysmenorrhcea was a case in point. Mr. Phillips had, nevertheless, taken much pains in treating a very difficult class of case.
Dr. H. RUSSELL ANDREWS said that Mr. Phillips' very interesting paper contained many points for discussion, but there was not time to touch upon more than two. He asked what were the ages of the three patients treated by radium. Was Mr. Phillips absolutely satisfied with the result of treatment in these cases? Mr.
Phillips was to be congratulated on his high percentage of successes. He (Dr.
Andrews) thought that this was due to his patient treatment of girls with dysmenorrhoea for many months not only with drugs but with good advice with regard to exercise in the open air, bedroom exercises, abdominal massage, and management of the bowels. Improvement of the general health by these hygienic measures took time, and most people were too impatient and advised operative treatment much sooner than Mr. Phillips did.
Phillips: Treatment of Dysmenorrhoea
Dr. EVERARD WILLIAMS asked Mr. Phillips whether any cases of " middle pain" were included in his series, and, if so, what had been the response to medical treatment ? He also asked Mr. Phillips whether he had observed any marked difference in response to organotherapy in these cases depending upon the age of the patient?
Dr. BRYDONE thought dysmenorrhcea occurred mainly in those backward in development, but not from underfeeding. In his experience the large majority of adolescent cases, or those aged under 22, got well, but over that age operative treatment was eventually required. He ascribed the success of the many and constantly varying treatments in some measure to suggestion, but could endorse the success in treatment by pluriglandular extracts.
Mr. LEONARD PHILLIPS (in reply to the President) said that one half of the cases were associated with clinical conditions suggesting a moderate degree of genital hypoplasia, 40 per cent., with the painful passage of clots, and 10 per cent. with symptoms suggesting a functional origin. The majority of the cases required and had hygienic treatment along the lines already mentioned. There was naturally some overlapping in these types-but such a classification allowed of an attempt at rational treatment. Sometimes the reaction of the patient was immediate and most surprising, but sometimes six months elapsed before much improvement was noticed, and prolonged and detailed treatment was absolutely essential.
In reply to Mr. Bonney, he stated that he was opposed to the operative treatment of congenital retroversion associated with dysmenorrhcea. Operative replacement of the uterus failed to cure the pain. He thought the tendency now was to regard these small retroverted uteri in nulliparous women as of little significance as displacements, but of some importance as conditions of arrested development. Treatment founded on this assumption was more likely to be successful than operative treatment of the displacement.
Dr Russell Andrews had asked the age of the patients treated by radium, and the nature of the results obtained. The women so treated were over 32 years of age, and had received prolonged and unsuccessful treatment both medical and surgical; 100 mg. of radium had been inserted into the uterus for twenty-four hours, The periods had ceased entirely, and no pain had occurred since. The practice of using radium in the case of young women carried with it the risk of inducing a subsequent sterility; but in severe and intractable cases of dysmenorrhcea this was a justifiable risk to incur if the patient was already aware of it, and was willing to take it. Moreover, dysmenorrhoea was associated with sterility in a fair proportion of cases.
Dr. Everard Williams wished to know if cases of middle pain were included, and how the response to treatment varied with the age of the patient. No cases of middle pain were included. The earlier the patient sought relief and the younger she was, the better were the results obtained. The cases requiring operation were all patients over 30 years of age, and who had been sufferers for years.
In bringing this subject before the Section, he had hoped that it would produce a discussion from which interesting facts would arise, possibly of value in the treatment of this very common and distressing ailment. So little was known of its pathology and so much still required to be done before a rational treatment could be instituted.
